R heumatoid arthritis (RA) is a chronic, inflammatory, systemic rheumatism disease with peripheral synovial joint involvement which may also affect other tissues and organs. Cervical involvement is often seen and less often, thoracic and lumbar vertebrae involvement are observed. Inflammatory arthritis is known to mostly involve cervical vertebrae.
Low back pain is the second most common reason worldwide for consultation with a doctor and is seen at the incidence of 10% within chronic diseases in the general population (1) . Its incidence throughout lifetime is 60%-80%. It is seen more frequently in females and increases with increasing age (2, 3) . Ninety to 95% of chronic low back pain is mechanical in character and the most common reason is degenerative disc diseases. The second most common reason is facet diseases accompanied by lumbar radicular pain in adults aged 35-50 years (3, 4) . In the differential diagnosis of low back pain, clinical symptoms and physical examination are important. Radiological and electrophysiological methods are helpful in the diagnosis. Low back pain has been reported in 33%-40% of RA patients and the inflammation of low back pain and activation of the disease have been reported to develop as a result of drug effects (1, 4) . In the light of current literature, a patient diagnosed as RA who presented with complaints of low back and leg pain without any additional complaint will be presented
CAse
A 32-year old female patient presented with complaints of chronic low back pain which worsened for the last 2 months had worsened and pain had started in the left leg. The patient presented at the clinic as she was experiencing difficulty in standing and walking. She reported that the pain worsened when standing, walking, straining and coughing and decreased with rest. In the anamnesis there was no morning stiffness or pain and swelling in the hand, ankle or finger joints. On the physical examination there was paravertebral sensitivity and the Lasègue test was positive at 30˚. The patient had no motor deficit and there was hypoesthesia on the left L5 and S1 dermatomes. On the lumbar magnetic resonance imaging (MRI) any evidence explaining radiculopathy could not be found ( Figure 1 ). In the laboratory test results, ASO, sedimentation CRP and rheumatoid factor values were within the normal range and salmonella and brucellosis tests were negative. As the patient had severe low back and leg pain, mechanical low back pain was considered, then the patient was admitted to the clinic and rest and analgesic treatment was started.
Despite the medical treatment, there was no change in the severity of low back and leg pain. EMG was applied and the results were within normal limits. While the patient was hospitalized, the Rheumatology Clinic was consulted with respect to inflammatory low back pain etiology, but no pathology was considered related to rheumatology. The medical treatment was organized and the patient was discharged. At the 1-month follow-up examination, as complaints of knee pain, difficulty getting up in the morning and opening her hands were started , the Rheumatology Clinic was again consulted and a diagnosis of RA was made. With the commencement of RA treatment, the complaints of low back and leg pain were resolved. 
DISCUSSION
Low back pain is very frequently seen and can be an indicator of many diseases with heterogeneous distribution. Mechanical causes are responsible for 90%-95% of the cases with chronic low back pain and the most common etiologies are degenerative disc pathologies and facet joint problems. Five to 10% of non-mechanical causes of low back pain include neoplastic primary or metastatic problems, infection, fibromyalgia, somatoform disorders, inflammatory arthritis, Paget's disease and Scheuermann kyphosis (2, 5) . The severity the extent, the form, and duration of the low back pain are extremely important in the patient history. In mechanical low back pain, the complaints of pain increase when standing, walking or sitting for lengthy periods and decrease or recover with rest, whereas the completely opposite complaints are seen with inflammatory pain. In cases of lumbar disc hernia, pain increases when standing, walking and with sneezing and straining when intraspinal pressure increases. Constitutional signs in the history such as fever, loss of appetite or weight loss suggest infections. Excessive weight loss is a symptom which may be seen in neoplastic pathologies (2, 6) . In the current case, as the pain had been ongoing for a long time, and recently affected the left leg and increased when standing, walking, coughing and straining and decreased with rest, so disc hernia was considered.
In the diagnosis of low back and leg pain, clinical symptoms, examination findings and MRI are helpful (5) . During physical examination, Lasègue test is applied and motor and sensory deficits are evaluated (6) . In the diagnosis of RA, the anamnesis, physical examination and serological test results are important. The American Rheumatology Association has defined criteria for RA. These are, morning stiffness lasting for at least 1 hour, involvement of more than 3 joint regions as evaluated by the physician, soft tissue swelling, involvement of hand joints, symmetrical arthritis, rheumatoid nodules, rheumatoid factor positivity, and erosions in the hand and wrist joint as seen on radiograms. Diagnosis is made with at least 4 of these criteria (7) . RA generally starts slowly and insidiously and only becomes evident with time.
In the early stage, RA is difficult to differentiate from other forms of arthritis. The emergence of extra-articular findings facilitates establishment of diagnosis and differentiation from other diseases. Joint symptoms are the most common symptoms in RA. Morning stiffness, restricted movement, pain and swelling are seen (4, 7) . In the current patient, although there were not any diagnostic criteria of RA, the Lasègue test was positive at 30˚ and hypoesthesia was determined on the left L5-S1 dermatomes. In patients with findings of radiculopathy in the lower extremities, without any explanatory MRI findings, the assistive method of electrophysiology has been reported to have 88% diagnostic accuracy (7) . Umay et al applied EMG to 32 patients with radicular low back and leg pain and 22% of the patients were reported as normal, polyneuropathy was determined in 25% and radiculopathy in 53% of the patients (7) . Lumbar MRI applied to our patient, did not reveal any pathology, amd EMG of the lower extremities yielded normal results..
In RA patients, low back pain is seen at an incidence of 33-40%, however low back pain has been reported not as a symptom of RA but as a manifestation developed in association with inflammation, flare-up of disease, or the use of insufficient or ineffective drugs (1, 4) . In another study, lumbar spine involvement was reported in 5% of male and in 3% of female RA patients (7) . White et al. reported that an interforaminal rheumatoid pannus in an RA patient induced nerve root pressure at many levels in the lumbar region and as a result cauda equina syndrome was seen to develop (8) . Williams et al reported 6 RA cases who presented at the polyclinic with complaints of low back pain. All the patients were female and the disease was in its active phase. Examination of the radiograms of the lumbar region revealed that all had L4-5 epiphyseal joint degeneration and in 1 case, scoliosis was determined and narrowing of the intervertebral disc space at various levels, vacuum phenomenon, small osteophytes, subluxation and sclerosis findings on the joint surfaces (9) . In a study of 106 RA patients by Kawaguchi et al, lumbar spine involvement was investigated and low back pain was observed in 40%, numbness of the leg in 18%, intermittent claudication associated with cauda equina syndrome in 12% and radiological findings in 57% of the patients (1) . In the current study, although the low back and leg pain was consistent with disc hernia, any associated findings were not detected both radiologically or electrophysiologically.
In conclusion, the disease of the current case started with complaints of low back and leg pain, clinically consistent with disc hernia and RA was observed which became clinically evident over time. As RA may start slowly and insidiously, it may be the causative agent of patients with low back and leg pain. Patients may not always present with RA symptoms which can be clinically observed and it should be kept in mind that the first symptoms of RA could be low back and leg pain.
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